A survey of Oxfordshire dentists showed that most practise prophylaxis of bacterial endocarditis, but thatfew follow currently recommended regimens. For example, prophylactic antibiotics are started one or more days before the procedure by 72 per cent of dentists, and two or more days before by 25 per cent. Eighty-seven per cent administer antibiotics for a total offour or more days. Penicillin is most often given, but tetracycline remains the commonest second choice. Only 12 per cent use intramuscular drugs as first choice, and procaine penicillin is seldom used. These practices are contrasted with current medical recommendations and discussed with reference tofresh experimental evtdence on prevention of bacterial endocarditis.
Antibiotics are frequently given in order to prevent bacterial endocarditis when patients with valvular heart disease undergo operations which may result in bacteraemia. It follows that many doctors and dentists believe this practice to be effective. However, nothing to prove that antibiotics in fact prevent bacterial endocarditis in humans has so far been published (Hook and Kaye, 1962;  Hilson, I970) , because though the risk of bacterial endocarditis after dental operations has not been defined precisely, it is certainly too small (Kelson and White, I945) to permit a practicable controlled trial. Even in the field of cardiac surgery, where prophylactic antibiotics are almost always employed, conclusive proof is still lacking (Finland, I972) . Despite these uncertainties, recommendations abound that antimicrobials should be used to prevent endocarditis, and definite regimens have been proposed to 'cover' operations likely to cause bacteraemia (e.g. American Heart Association Committee, 1I965, 1972) . A review of current practice in this field was undertaken because some in vivo experimental evidence on these problems is now available. The survey reported below was conducted to determine whether well-known regimens, such as those proposed by the American Heart Association Committee, are actually being used. A survey of dental practice was chosen, because if bacterial endocarditis follows dental procedures in 25 per cent (Kelson and White, 1945) or even up to 40 per cent (Croxon, Altmann, and O'Brien, I97I) Analysis of the different preparations of penicillin used by the dentists shows that procaine penicillin is rarely chosen, despite the fact that it is the mainstay of most recommended regimens. Convenience of prescribing and other factors appear to be more important in deciding choice of drug than published advice.
Only I2 per cent of dentists listed parenteral therapy as first choice, probably because they prefer to prescribe tablets rather than give injections. Another reason may be that injectable antibiotics kept in surgeries must be provided by the dentist, whereas prescriptions for tablets involve him in less trouble and expense. Unfortunately, oral therapy is dogged by the familiar objections of irregular It is now over IO years since Garrod and Waterworth (I962) showed that administration of penicillin for two or more days before dental operations could be dangerous because of selection ofpenicillinresistant oral flora. There is no other direct evidence to indicate the optimum time and duration of therapy. However, in rabbits one dose of an effective drug 30 minutes before bacteraemia prevented endocarditis (Durack and Petersdorf, I973).
Question 6: Please indicate duration (of therapy) i day o 2 or 3 days 9 4 or 5 days 45 More than 5 days 7 Comment: Since most authors suggest that antibiotics be given for two days, it is remarkable that 87 per cent of dentists treat patients for four or more days. Their rationale must be that longerterm therapy would be safer, but as there is no proof that any prophylactic regimen is effective, this reasoning is doubtful. Moreover, few patients would complete a five-day course of tablets when they felt perfectly well. Experimental evidence discussed above suggests that one-dose parenteral prophylaxis should be adequate if the right agents were chosen. Therefore, it seems likely that four or five-day regimens are merely wasteful.
Almost half the dentists indicated that they would seek the advice of the patient's general practitioner, either for every patient at risk or, more often, for special cases such as penicillin allergy. This presents doctors with a valuable opportunity to discuss and perhaps influence current practice in this field.
Conclusions
While remembering that final proof is lacking, and may always be lacking, the following points may be regarded as fairly well established. i) The experimental evidence available indicates that bacterial endocarditis can be prevented by antibiotics, but only if the best drug or combination of drugs is used. 2) Even under experimental conditions apparently adverse to the success of prophylaxis, one dose is sufficient to prevent endocarditis if the best drug or combination is used (Durack and Petersdorf, I973) . The five-day oral regimens most often used by the dentists who responded to this questionnaire are probably unnecessary and wasteful. 3) Clinical and experimental evidence now available strongly suggests that penicillin alone is not the best choice for prophylaxis (Durack and Littler, 1974; Durack and Petersdorf, I973) . This is probably because penicillin kills oral streptococci relatively slowly, and leaves a proportion of survivors (Wolfe and Johnson, I974) . The addition of an aminoglycoside enhances the rate and completeness of bacterial killing; this combination was highly effective in prevention of bacterial endocarditis in animals. Vancomycin alone was equally effective. 4) Bacteriostatic drugs are ineffective in this situation and should never be used (Southwick and Durack, I974 
